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I. Purpose.
To provide installation commanders with general guidance on an Individual Assessment Program which will assist
them in implementing the health promotion program. This module should be adapted to meet the specific installation’s
needs.

II. Applicability.
This guidance applies to installation commanders and members of installation/community health promotion councils.
This includes but is not limited to: Director of Personnel and Community Activities (DPCA); Director of Logistics
(DOL); Public Affairs Officer (PAO); Chief, Family Support Division (FSD); Chief, Community Operations Division
(COD); Commander, Medical Treatment Facility (MTF); Director, Plans, Training, and Mobilization (DPTM); Civilian
Personnel Officer (CPO); Chief, Community Mental Health Service (CMHS); Chief, Community Relations Division
(CRD); Alcohol and Drug Abuse Prevention Control Program (ADAPCP) Officer; Field Director, American Red Cross
(ARC); Dietitian; Community Health Nurse (CHN)/Nurse Practitioner.

III. Background.
A Health Risk Appraisal (HRA) (medical evaluation and questionnaire) is a tool designed to evaluate an individual’s
health risks based upon his/her lifestyle habits, personal medical history, and family medical history. This tool is an
important component of the Fit To Win Program. The health risk appraisal (HRA) gives feedback to the individual
soldier, Army civilian or family member. It also provides direction and motivation to initiate risk reducing behaviors.
The HRA provides aggregate data allowing commanders and leaders to check on overall program progress.

IV. Goals.
The goals of the Individual Assessment Program include the development of:

• A Total Army Family which is aware of individual health risk factors which can be associated with disease, injury,
and death.

• Methods which direct individuals towards specific risk factor modification interventions.
• Programs which acquire data across all age groups and aid in the identification of specific risk factors.

V. Responsibilities.
a. Commanders at all levels are responsible for the Individual Assessment Program implementation and the

accomplishment of the objectives including evaluation of the program and its impact within their organization.

b. Commanders at brigade and lower levels will use their assets (physician assistants, medical corpsmen, unit
ministry teams, master fitness trainers) to teach and promote better health and fitness. Commanders at installation and
community level will assist with assets to meet needs not available at brigade or lower levels.

c. The Health Promotion Council will, through coordinated efforts of the members, act as a central focal point for
program information and advice to the commander.

d. The Commander of the Medical Treatment Facility will monitor the health status and relevant health risks in the
command, provide technical consultation regarding education, information and intervention programs, operate targeted
lifestyle programs requiring medical supervision, and obtain aggregate data for use by the Installation Commander.

e. Installation programs will include all the elements of a level one program. Then, based on a community needs
assessment, (Marketing Module) programs can be expanded to include components of level 2 and 3 programs. Figure 1
depicts suggested elements for various levels of the Fit To Win Program.
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Figure 1. Suggested Elements for Level 1–2–3 Fit To Win Programs
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Figure 1. Suggested Elements for Level 1–2–3 Fit To Win Programs — Continued
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VI. An Overview of the Army Health Fitness Process.
a. The Army health fitness process (Figure 2) provides a concise view of:

(1) A logical, sequential series of stages to access individual soldiers, Army civilians, and family members into the
program.

(2) Assessing current level of health/fitness.

(3) Managing the data obtained.

(4) Evaluating their health profile against predetermined standards.

(5) Conducting appropriate targeted interventions to address individual needs.

(6) Reevaluating as necessary.

b. The program’s primary emphasis is on assessment and education only. Assessment is accomplished through
completion of periodic heath risk appraisals for all soldiers, Army civilians, and family members.

c. A variety of ways exist to enter the program. This is done through a health risk assessment conducted when in
processing (upon PCS), in conjunction with periodic physical exams, or upon accession into the Army. In addition, an
individual may enter the program through unit initiated referral or self referral.

d. The health risk appraisal questionnaire, an automated, personalized instrument, asks the individual participant to
respond to questions about personal and family health history, lifestyle, and attitudes. Other data, such as height,
weight, blood pressure, and cholesterol level are also entered. Figure 2 depicts the assessment process. These data are
stored and managed at both the installation/community level and in an Army–wide database. Aggregate data are used
by commanders to monitor wellbeing.

e. A health risk appraisal profile, compiled and printed by the automation process, is given to the individual and
another is placed in the person’s medical record. The participant is given an outbrief of HRA results to provide
a s s i s t a n c e  i n  i n t e r p r e t i n g  t h e  H R A  p r o f i l e .  A t  t h i s  t i m e  o p p o r t u n i t i e s  a r e  g i v e n  f o r  m e d i c a l  a n d  e d u c a t i o n a l
interventions.

f. The profile is used to determine which interventions, if any, are needed. Individuals requiring medical interven-
tions, for example, those with high cholesterol or blood pressure are referred to a health care provider for a
consultation. Appropriate health education interventions are then conducted in the community or at the unit level.
These consist of physical conditioning nutrition/weight control, anti tobacco use, stress management, hypertension
management, substance abuse prevention and spiritual fitness.

g. Individual reevaluation occurs with the completion of the periodic health risk appraisal. Health risk appraisals are
given not more than once a year and not longer than one every three years. Figure 3 shows the relationship of these
three phases.
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Figure 2. Assessment Process

VII. Module Elements.
This module is comprised of the following areas:

Awareness                                                                                                                                                                 Annex A
Risk Factor Identification                                                                                                                                        Annex B
Intervention/Education                                                                                                                                              Annex C
Evaluation                                                                                                                                                                  Annex D
Standard Operating Procedures                                                                                                                                Annex E
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Figure 3. Health Promotion Process
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Appendix A
Annex A — Awareness

A–1. Awareness
a. Lifestyle habits play a major role in influencing an individual’s risk of developing many diseases and of dying of

these diseases. In individuals under 65 years of age, 53% of all deaths are lifestyle–related. Behavior change is the key
to reducing lifestyle–related disease and to improving quality of life.

b. Motivation is an integral part of changing an individual’s behavior and stimulating the adaptation to perform good
health habits. One important influence in motivating an individual to initiate change is to make that person aware of
his/her health risk factors. By establishing personal relevancy, or awareness, many individuals will want to make
positive behavioral changes. By directing these individuals into appropriate and available education programs as soon
as possible, the momentum for change will continue. This awareness phase can be achieved in these two ways;
Community/Installation Campaign and Worksheet Target Groups.

A–2. Community/Installation Campaign.
A community/installation campaign will be conducted to direct attention toward the Fit To Win Program. The
Marketing Module covers a number of strategies designed for this particular purpose.

A–3. Worksheet Target Group
Specific groups may be targeted for education based on a community needs assessment (See Marketing Module), from
the aggregate data obtained from the health risk appraisals, or from the commander’s use of DA Pam 600–69, Unit
Climate Profile. Once these groups are identified, efforts must be coordinated through the Health Promotion Council to
develop campaigns toward that group. The Marketing Module, as well as specific health education modules, addresses
targeting strategies for different health risks.

Appendix B
Annex B — Risk Factor Identification

B–1. Risk Factor Identification
a. Ultimately, the individual is responsible for ensuring his/her own health, but every effort must be made to equip

the individual with the necessary knowledge to make healthy lifestyle choices. This is a command responsibility since
the health of the Total Army Family must be maintained and improved for the sake of readiness.

b. One of the first tasks in supplying the individual with healthy lifestyle knowledge is to make the person aware of
his/her own health risk factors. These risk factors must be identified before a suitable intervention can be made to
improve the individual’s health. A number of ways are available to identify risk factors in an individual:

• Health Risk Appraisal Instrument
• Periodic Examination
• Routine Referral
• Self–Referral

B–2. The Health Risk Appraisal Instrument
a. A health risk appraisal instrument is a valuable tool in the individual assessment phase of a health fitness

program. It serves to:

• Increase self–awareness about lifestyle as it relates to health and precursors of disease.
• Identify areas of the individual’s lifestyle which, if modified, could improve health and quality of life.
• Motivate individuals to participate in specific intervention programs.

b. The automated health risk appraisal (HRA) is designed for Army wide use as a part of the periodic exam (every 5
years), flight physicals (every year), in processing upon a PCS move, accession into the Army, and self or unit referral.
The HRA will remain part of the medical purview and will serve in the initial identification of health risks. The use of
this standardized instrument will facilitate the collection of data on lifestyle risk factors in unit(s), commands(s), and
the Army. Such data will be useful in:

• Program and resource planning
• Evaluation of intervention programs
• Developing trends in lifestyle risk factors
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• Evaluation of organizational readiness

B–3. Periodic Examination.
The physical examination affords the health care provider an opportunity to assess an individual’s health status and to
recommend lifestyle changes to improve health. Many potentially debilitating disorders are prevented by early identifi-
cation of risk factors during a physical examination. Health care providers must take this opportunity to intervene when
such health risks become evident.

B–4. Routine Referral.
Some problems are apparent outside of the health care system such as identifying an overweight soldier in a unit
inspection. These individuals can be referred for the appropriate intervention. Routine referrals are usually targeted at
improving one specific problem and do not substitute for an integrated evaluation of an individual’s lifestyle activities
which promote health or potential disease.

B–5. Self–Referral.
An individual is capable of identifying health risks on his/her own. Frequently, an individual will recognize the need to
make lifestyle changes in order to improve his/her health. This usually occurs when the individual has had an
experience which creates the desire for change. The individual can then enter an intervention program through a self
referral mechanism by contacting the installation health promotion council or unit representative. Self referral is one
method of entry into the program for Army civilians, retirees, and family members. They may also be referred by
organizations and agencies as a group.

Appendix C
Annex C — Intervention Based on Priority

C–1. Intervention Based on Priority.
a. An individual may have more than one health risk factor identified. The individual should be referred for

interventions based on the priority of the risk factors identified, by the HRA team. Interventions should be attended one
at a time to ensure the individual’s undivided attention and to attain maximum potential for change.

b. Intervention strategies range in spectrum from self–help programs to specialized treatment at a medical facility.
Interventions available to the individual include:

• Individual’s Fit To Win Handbook
• Intervention program (classes)
• Referral to medical care
• Individual counseling

c. Determination of which intervention strategy is appropriate for a specific risk factor is based on the type of
problem, the seriousness of the problem, and the individual’s capability for improvement.

C–2. Self–Help Handbook.
a. The Individual’s Fit To Win Handbook provides the individual with the basic knowledge needed to being a

self–help program. It reviews all the major risk factors in lifestyle behaviors and presents simple, direct instructions for
making positive changes. The handbook can be distributed to the individual without any other intervention.

b. Individuals identified with specific high risk health care problems should be referred to the appropriate health
care provider. Individuals should be cautioned not to take medical care into their own hands. This handbook is not a
substitute for more formalized intervention programs, but is an initial guide and resource book for participants.

C–3. Intervention Program.
An intervention program is a specially designed program of health education ranging from a one–hour class to a
formalized block of instruction lasting several weeks. Some risk factors lend themselves to longer interventions due to
the nature of the problem, such as weight reduction. Each risk factor should be matched to a specific intervention
which serves to meet the individual’s need.

C–4. Referral To Medical Care.
Medical referrals should be given for factors that are considered to place the individual at increased risk and that will
require further follow–up, such as elevated blood pressure. Guidelines for referral are listed in the procedures annex.
Clearance screening for physical conditioning should be accomplished by a health care provider. All civilians assigned
to an exercise program and all military over 40, must be cleared before embarking in any physical conditioning
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interventions (civilians will accomplish this through their private health care providers). These are safety features of a
health promotion program that can not be ignored.

C–5. Individual Counseling.
Participants that have specific risk factor problems may need individual attention. Individual counseling should be
afforded when qualified instructors are available. Nutritional counseling and stress management are areas often best
suited to individual counseling. This can be supported with classroom instruction.

Appendix D
Annex D — Evaluation
Evaluation is essential to ensure that an integrated individual health fitness program is achieved. At the completion of
an intervention, the individual should be reevaluated to assess the impact of the intervention. Re testing, follow–up, and
reentry are three methods of evaluation.

D–1. Retest
Retest includes re–assessing the individual completely in all areas to determine the impact of interventions on lifestyle
of behaviors. A cause–and–effect relationship cannot be assumed but at least change can be determined. This can be
done during periodic physical examinations.

D–2. Follow–Up
Chronic problems may require long term follow–up by health care providers to assess trends in the individual’s health.
A problem can be followed to ensure stability of the problem such as with high blood pressure. An individual may
have high blood pressure but it is controlled by medication, diet modification and weight reduction. Follow–up, in this
case, ensures that the problem does not become acute and that it is, in fact, controlled.

D–3. Reentry
Once one health risk factor is under the individual’s control or eliminated, he/she can begin to work at changing other
behaviors. An individual should be reentered in the intervention system if the original problem reoccurs or to begin
working on another health goal.
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Appendix E
Annex E — Standing Operating Procedure (sample)

E–1. Standing Operating Procedure (sample)

Figure E–1. Annex E
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Figure E–1. Annex E — Continued.
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Figure E–1. Annex E — Continued.
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Figure E–1. Annex E — Continued.
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Figure E–1. Annex E — Continued.
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Figure E–1. Annex E — Continued.
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Figure E–1. Annex E — Continued.
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Figure E–1. Annex E — Continued.
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Figure E–1. Annex E — Continued.
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Figure E–1. Annex E — Continued.

19DA PAM 600–63–4 • 1 September 1987



Figure E–1. Annex E — Continued.
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Figure E–1. Annex E — Continued.
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Figure E–1. Annex E — Continued.
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Figure E–1. Annex E — Continued.
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Figure E–1. Annex E — Continued.
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Figure E–1. Annex E — Continued.
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Figure E–1. Annex E — Continued.
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Figure E–1. Annex E — Continued.
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Figure E–1. Annex E — Continued.
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Figure E–1. Annex E — Continued.
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Figure E–1. Annex E — Continued.
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Figure E–1. Annex E — Continued.
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Figure E–1. Annex E — Continued.
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Figure E–1. Annex E — Continued.
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Figure E–1. Annex E — Continued.
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Figure E–1. Annex E — Continued.
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Figure E–1. Annex E — Continued.
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Figure E–1. Annex E — Continued.
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Figure E–1. Annex E — Continued.
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Figure E–1. Annex E — Continued.
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Figure E–1. Annex E — Continued.
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Figure E–1. Annex E — Continued.
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Figure E–1. Annex E — Continued.

E–2. Title Not Used.
Paragraph not used.
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